Background: In Great Britain (GB), pharmacy technicians (PTs) are registered professionals, with their education and training regulated; little is known about this or the learning environment in which it takes place. Objectives: This study aimed to profile recently registered pre-registration trainee pharmacy technicians (PTPTs) in GB and capture views on PTPTs' training experiences, focussing on differences in community and hospital settings. Methods: A mixed methods study was conducted in 2013-14, following university ethics approval. One-to-one, semi-structured telephone interviews with face-to-face and distance education providers, and hospital and community pharmacy employers of PTPTs explored views on education delivery, work-based learning, and assessment. Interviews were transcribed verbatim, analysed thematically and findings informed design of a census survey of all 1457 recently registered PTs, investigating satisfaction with various aspects of their training. Quantitative data were analysed using SPSS v20, employing comparative statistics (Mann-Whitney U, ChiSquare). Results: Six-hundred and forty-six questionnaires were returned (response rate 44.3%), 632 were usable. Threequarters (75.9%) of respondents had trained in community; the majority (88.0%) were female, the average age was 35.26 ± 10.22. Those based in hospitals were more satisfied with their training: hospital trainees worked in larger teams and tended to be better supported, they had more study time, and were more likely to complete their training in the intended two-year period. Interviews with staff in 17 Further Education colleges, 6 distance providers, 16 community pharmacies and 15 NHS organisations confirmed survey findings and offered explanations into why differences in training experiences may exist. Conclusions: This study has identified differences between PTPTs' work-based experiences in hospital and community pharmacy. Perceiving PTPTs as 'apprentices' vs. 'employees' may define how their training is managed by employers. Clarity in PTs' roles, responsibilities, and expected competencies upon registration can ensure training is structured and delivered in a suitable and equitable manner across sectors.
Introduction
Pharmacists work with a number of different types of support staff who enable them to focus increasingly on clinical, patient-centred activities, with the most qualified group of support staff being pharmacy technicians (PTs). However, whilst there are similarities between the roles and responsibilities of PTs in different countries and settings, there are also significant differences. [1] [2] [3] [4] [5] Despite calls for standardisation and credentialing of PT training internationally and particularly in the US, there appears to be some way to go to reach both standardisation and agreement on competencies, roles and responsibilities of PTs, and on the education and training required to develop these. [6] [7] [8] [9] [10] Great Britain (GB) introduced mandatory registration for pharmacy technicians in 2011. Pharmacy technicians who qualified before 2011 could enter the register under a so-called grandparent clause, setting out which criteria made them eligible. 11 Now the pharmacy regulator, the General Pharmaceutical Council (GPhC), stipulates and accredits the standards for the initial education and training of PTs in GB. PT education and training occurs as an apprenticeship-type model, with the majority of learning taking place while in employment, on the job, usually in one of the two main sectors of the pharmacy labour market: hospital or community. The GPhC standards stipulate completion of two years' work experience, under the direction of a pharmacist, and trainees need to complete two approved qualifications, one knowledge- The knowledge qualification provides the underpinning knowledge required for pharmacy practice and covers topics such as human physiology and pharmacy law. Trainees are typically assessed using assignments or exams. In contrast, the competency qualification requires trainees to demonstrate a series of competencies through documenting their ability to undertake different tasks in practice (e.g. ordering pharmaceutical stock; issuing prescribed items). When trainees demonstrate a sufficient level of competence in these areas they can be signed off by an assessor who has either observed them directly or has received testimonials from expert witnesses in the workplace. Trainees can opt to undertake the knowledge and competency qualifications with face-to-face providers, mainly Further Education (FE) colleges and approved National Health Service (NHS) trusts (competency only), or at a distance, through private distance providers. 13 Considering the recency of registration of PTs and regulation of their education and training and in light of a lack of research into education of PTs in GB, the aim of this study was to profile the preregistration trainee pharmacy technicians (PTPT) population and to better understand their initial education and training. A particular focus in this paper is on what happens during PTPTs' education and training in the workplace and on differences in experiences between those based in community and hospital settings. In so doing, the role of the learning environment (pharmacy setting) in both PTPTs' learning about practice as well as their learning to practise is considered, and recommendations are made for how this may be enhanced.
Methods
A mixed-methods approach was employed, involving qualitative one-to-one telephone interviews with education providers and employers, which informed design of a census survey of recently registered PTs, to elicit their views on their recent training. University ethics approval was obtained (reference number 13258), with data collection occurring between November 2013 and July 2014. The authors were supported by a project advisory team with well-grounded experience in education, training and assessment of PTPTs in both sectors, and had significant input into sampling and recruitment, as well as in topic guide and questionnaire design.
Qualitative interviews with education providers and employers
Education providers were sampled purposively and included faceto-face (FE colleges and approved NHS Trusts [these being large hospital organisations]) and distance learning providers. Employing organisations included independents, small to large chains and supermarkets in community pharmacy, and small and large NHS Trusts as well as teaching and district general hospitals. They were sampled to capture the existing range of working environments in the two sectors, with the aim of interviewing most education providers and a sufficient number of employing organisations to reflect the wide range of working environments across community hospital settings, which allowed to reach data saturation.
14 Contact details were collated using a combination of a database provided by the GPhC, organisations' websites, and the authors' professional networks. Potential participants were contacted by e-mail, with participant information sheet and consent form attached; they were requested to contact 1 of the authors (SJ); 1 reminder email was sent. Interviews explored experiences and views on course delivery and assessment in relation to teaching, learning, feedback, student support, and resources available to learners.
Topic guides were similar for training providers and employing organisations and covered which training providers were used, resources, facilities and support available, assessment and feedback, and more general views on PT education and training. All interviews were conducted by one of the authors (SJ), audio-recorded with consent and transcribed verbatim by a verified transcription agency. Transcripts were analysed thematically, with one author (SJ) leading this, but working closely with the co-authors (ES, SW) to discuss and agree coding and interpretation using template analysis. Template analysis involves the researcher creating a list of codes known as a template, representing themes identified in the data and steered by a priori theories. 15 The template can change as data analysis progresses, and it is commonly organised in a hierarchical manner in which relationships between themes are defined, thus providing a platform from which to code data. When interpreting the data, the researcher also considers negative cases, where views/experiences contrasted with those of other, 16 to improve the quality and trust of the analysis. 17 
Survey of recently registered pharmacy technicians
Due to the absence of a single database of all PTPTs, a census survey was undertaken of all PTs registered within 1 year of survey administration. The GPhC holds details of all registered pharmacy professionals and provided the authors with an encrypted file of postal and e-mail addresses for 1457 PTs (e-mail addresses were available for 97.6%) registered between February 2013 and February 2014. A questionnaire was developed using mostly closed questions, including numerous Likert-type statements, to profile recently registered PTs and gather detailed insights into the component parts of education and training, and views on and satisfaction with these. Open questions were also included to capture more general feedback from PTs on their recent education and training experiences. Three PTPTs training in hospital and 3 PTPTs in community pharmacy piloted the questionnaire and their feedback led to revising the introductions of each section to provide more clarity. The questionnaire was distributed by post (with 1 reminder) to those the researchers did not hold emails for and electronically to the rest, using Qualtrics™ (with 2 reminders) between May and July 2014. Quantitative survey data were analysed in IBM SPSS v20 using comparative statistics chi-square (X 2 ), independent t-tests, MannWhitney U, and Kruskal Wallis; effect sizes were calculated using Cramer's v, Cohen's d and eta-squared (n 2 ). The significance level was set at p ≤ .05. Open comments were analysed thematically.
Results
Whilst qualitative findings informed survey design, the results begin with the presentation of selected survey findings, which are then further illustrated in the presentation of survey respondents' open comments and qualitative interview findings. Survey findings begin with a profile of the PTPT population, followed by a summary of their training experiences and views. The presentation focuses on differences between community and hospital, and will particularly focus on trainee experiences in the workplace. To further draw out distinctions between experiences in community and hospital settings, qualitative data are presented in two separate sections. Each incorporates comments from survey respondents made in response to open questions; while in total 389 respondents (61.5%) provided comments, only 254/295 of comments from community respondents and 61/78 from hospital which related to their experiences in the workplace are considered in this paper. These are presented together with findings from interviews conducted with staff in 17 FE colleges, 6 distance providers, 16 community pharmacy and 15 NHS organisations. Qualitative data are presented with identifiers for the data source given in parentheses; these identifiers denote the place of work of the individual (e.g. Hospital or Community pharmacy; Distance Provider; FE College; NHS trust) together with the unique ID number assigned to protect confidentiality of the participant.
Survey of recently registered pharmacy technicians
A total of 646 completed questionnaires were returned, achieving a response rate of 44.3%; 632 responses were useable (14 were incomplete). The majority of PTPTs (n = 475; 75.9%) had trained in community pharmacy, and 133 (21.3%) in hospital; detail on the types of employing organisation can be found in Table 1 . A total of 550 (88.0%) of respondents were female, with a significantly larger proportion of females training in community pharmacy (90.7%) than hospital (77.4%; X 2 = 20.021, v = .16, p < .001). The average age of respondents was 35.26 ± 10.22, with differences in the spread of ages across sectors (see Fig. 1 ). Those who trained in community were significantly older (36.86 ± 10.28) than those who trained in hospital (29.91 ± 8.33) (t(258) = 8.030, d = .74, p < .001). The majority (79.3%; 77.5% in community and 84.2% in hospital) were white; 6.3% were of non-British White decent, 5.9% Indian and the remainder were from a wide range of other ethnicities. During training, 211 (45.3%) of community and 113 (87.6%) of hospital respondents were working fulltime (≥35 h per week). Table 2 shows which type of education provider(s) survey respondents used for their knowledge-and competency-based qualifications. Most survey respondents who had trained in community had used a distance provider for their knowledge (92.9%) and competency qualifications (92.8%). The majority of respondents who had trained in hospital (78.0%) had used an FE college for knowledge. For the competence qualification, the most commonly used providers were NHS approved trusts (56.5%), with 29.0% using an FE college, and 13.7% a distance provider. The relationships between the sector in which one trained and the type of education provider used for the knowledge qualification (X 2 (1, N = 594) = 313.373, v = .27, p < .001) and also for the competency qualification (X 2 (2, N = 592) = 351.648, v = .29, p < .001) were statistically significant. Survey respondents were asked how long it took them to complete the knowledge-and competency-based components of their education and training (see Tables 3 and 4) . For both qualifications, they completed qualifications faster and were more likely to complete them within two years if they worked in hospital, with all survey respondents who had used a FE college and/or approved NHS Trust (competence only) completing in 2 years. Amongst respondents who had trained in community, particularly those using distance providers, fewer than half completed the qualifications within 2 years (knowledge: 45.6%; competency: 45.9%). Completion of qualifications for many based in community settings took between 2 and 3 years (knowledge: 43.2%; competency: 43.9%), and for approximately a tenth it took longer than this (knowledge: 11.2%; competency: 10.3%). Differences in completion time between hospital and community were statistically significant for both the knowledge qualification (X 2 (1, N = 585) = 106.654, v = .19, p < .001), and for the competence qualification (X 2 (1, N = 604) = 105.509, v = .19, p < .001) and persisted when excluding those working part-time.
Respondents were asked how much study time they had each week while training (Table 5) . A Mann-Whitney U test showed that respondents training in hospital had been given significantly more study time (U = 20367.500, n 2 = −.069, p < .001), with most receiving up to 4 h (70.7%) per week. Respondents who had trained in community pharmacy had most commonly been allowed up to 2 h of study time per week (35.7%) or no study time (33.2%).
A range of statements asked survey respondents about their overall satisfaction with the knowledge and competency qualifications, and their experience in the workplace, as well as asking a series of specific statements for each. Whilst those using distance providers were overall more likely to be highly satisfied with the knowledge qualification than those using FE colleges (Mann-Whitney U = 27017.500, n 2 = −.014, p = .004), no significant difference was seen for overall satisfaction with the competence qualification by education provider. When investigating survey respondents' overall satisfaction with their experience in the workplace, a Mann-Whitney U test showed that this was significantly higher for those who had trained in hospital than those in community (U = 23818.000, n 2 = .033, p < .001) ( Table 6 ).
Responses to statements specifically relating to survey respondents' Qualification (SVQ) and are work -based qualifications in the rest of GB, achieved through assessment and training.
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views on support in the workplace during training can be found in Table 7 , in which findings are presented by sector. This shows that those training in hospital were consistently and significantly more likely to be satisfied with the support from their employer, colleagues, and facilities. Those respondents who had trained in hospital were also more likely to agree that they had a good work-life balance. Of further note is that those who had trained in community felt significantly more isolated in their place of work.
The following two sections present qualitative findings from survey open comments and semi-structured interviews. Survey respondents are identified as SID and interview quotes just as ID; all also identify the sector and/or respondent type.
Qualitative findings: education and training in community pharmacy
The largest number of comments from survey respondents who had trained in community pharmacy related to the lack of study time. Many also reported being unsupported in the workplace:
"There never seemed to be any time given to study in the workplace as a busy store. Most of my study was completed at home with brief times during the work day to ask questions and discuss queries with my manager." [Community SIDe75] Training providers and employers also commented that study time in community pharmacy was rather limited or non-existent. Interviews with community pharmacy employers suggested that even where study time was offered, this tended to be ad hoc and opportunistic, and dependent on individual managers and the busyness of the pharmacy.
"They do get study time, but it is very regulated around how busy the branches are at the time. So we will try and organise that they get an afternoon or a morning once every two weeks. But then that is subject to who's on holiday at the time within the branch." [Community ID11] "[Study time] is up to the manager. Because we're a busy practice as well, I can't give them too much time but I give them one hour every two weeks.
[…] But, when it's quiet I tell them they are more than welcome to get their course work out and if there are any questions they want to ask they can ask me." [Community ID3] 
Note. Only four respondents stated 'other' for education provider, and two of these did not give details of this provider, therefore this category of education provider has been excluded.
Table 4
Time taken to complete competence qualification across sector according to type of education provider. Note. 'Other' responses for education provider, which included respondent's own employer or no information stated were removed (n = 4) from this table. Those undertaking their education and training in community pharmacy rarely had opportunities to learn through interaction with other pharmacy technicians. Rather, PTPTs worked in a time pressurised environment, typically alongside a regular pharmacist (e.g. pharmacy manager) acting as the supervising pharmacist overseeing their progress, and with varying numbers of support staff. Thus, the structure of community pharmacies meant that PTPTs learned with and from a small team that was unlikely to include another trainee or qualified pharmacy technician.
"In most of the branches there will not be another technician. That's the whole reason why the person is training to be a technician." [Community ID11]
That community trainees learned in relative isolation via distance learning providers, in an environment structured around service delivery rather than learning and development, was criticised for providing a poor learning experience:
"The standard of all the distance learning courses that are out there [is very good]. I just personally don't feel that distance learning courses are the best for students to learn what they're doing … I feel that the students in the shop can be very isolated and they haven't got that learning background from professionals. They're having to learn it all from books and online courses, which I'm not a fan of. […] I understand why they do distance learning; it's because they don't want to release a member of staff out of the shop to go to college, and the courses are in comparison cheaper than going to college. But I feel the students miss out on a lot." [Community ID2]
Interviewees described support for PTPTs as coming from the main pharmacist who provided help with queries as well as reviewing work they were completing and acting as an expert witness so that the trainees' competence could be signed off by an assessor. Though other staff members could provide feedback to trainees, the supervising pharmacist would also be the main source of feedback; this was in addition to the feedback received from the education provider pertaining to the qualifications being undertaken through them. The assessors employed by the education provider were often referred to as the other key source of support provided to trainees.
Besides the lack of trainee or pharmacy technician role models for many community PTPTs, another common finding was that trainees experienced a lack of clarity over the difference between a pharmacy technician and other types of support staff, such as a medicines counter assistant or dispenser. They felt that their work was indeed often very similar to that of a less qualified member of support staff; they thus lacked opportunities to learn and apply the additional skills and roles of a pharmacy technician.
"I completed my course in the pharmacy I've been in for 8 years. My job has not changed from before the course, to during, to after completing the course, despite the fact I'm now a technician; I'm still doing the same job as a dispenser. My knowledge through the course and now as a technician was not and is not tested in the setting I'm in [community pharmacy] so was pointless me doing the course." [Community SID884]
Qualitative findings: education and training in hospital pharmacy
Hospital pre-registration pharmacy technicians commonly reported having regular study time as part of their contract. They attended FE colleges on day release, and in the workplace they were supernumerary and received an additional set amount of study time, which tended to be between half to one day per week.
"They get a given recommended study time which is […] a half day every other week, or the equivalent of that.
[…] And then we also identify times when there might be heavier workload periods with the college assignments, and during those periods we would actually give them a little bit extra study time, so we would probably recommend them having a half day every week, in the workplace. But they are expected to do some work in their own time as well." [NHS trust ID3] "As part of their contract they get 12 hours protected study time on top of their college day a week so they get 12 hours a month which is split up into 3 half days; 2 half days are for them to self-direct and then the other one is formulated, a facilitated study clinic where I sit with them and just work in a corner and so if any of them have got any questions they can ask me and talk to each other and stuff." [NHS trust ID9] "[Students] come into college 1 day a week and they are encouraged to have study time in the workplace.
[…] we do find that our hospital students are more likely to get the study time than the retail students." [FE college ID8]
Employer interviewees described how hospital PTPTs were typically based in one hospital site and often worked alongside other trainees as well as other pharmacy technicians, pharmacists and other healthcare professionals as part of their rotations on different wards. Interviewees spoke of having assessors in the workplace that would specialise in different areas and could observe and assess competence in these different areas. The main sources of support for trainees were their assessors and line manager, typically the lead for pharmacy technician education and training.
"[Trainees]
have an allocated assessor which I try to keep the same assessor with them throughout the whole of their 2 years for most of the Bold numbers signify the highest number of responses for each statement. Note. SA = strongly disagree; D = disagree; N = neither agree nor disagree; A = agree; SA = strongly agree; 'other' sector (n = 18) have been excluded from this table; statistical differences between community and hospital: *p < .05; **p < .01; ***p < .001.
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units where possible so that they can build up a really good rapport with them and they understand them and they understand their working practices and how they like to operate, how they think." [NHS trust ID11]
Besides help from assessors or their line manager, trainees could receive informal support from other colleagues as they worked alongside many other pharmacy technicians and often another trainee. In a few NHS organisations, the use of buddies or mentors was in place, with 1 interviewee reporting a mentoring scheme where pharmacy technicians could volunteer themselves as mentors for trainees.
Interviewees described how trainees could receive feedback from more senior pharmacy technicians working alongside them. The bulk of formative feedback would, however, come from PTPTs' assessors who had responsibility for trainees' progression and demonstration of competence. A number of interviewees also mentioned the use of end of rotation reviews where trainees would receive feedback on their performance during a rotation in an area by a specialist assessor. 
Discussion
Little is known about the profile of pre-registration pharmacy technicians (PTPTs) in Great Britain, and their work-based education and training. This paper addresses this by drawing on quantitative analysis of the first census survey of recently registered pharmacy technicians. Findings of differences in learning provider, learning environment and learner characteristics between hospital and community settings are further elaborated on with qualitative comments from survey respondents as well as interviews with training providers and employing organisations. By comparing findings between community pharmacy and hospital settings, this paper offers additional insight into differences that exist in training between these two main pharmacy sectors.
A particular limitation of this study is that, because no register exists in GB of names and training premises of PTPTs, recently registered PTs had to be surveyed instead. This means that only those successfully completing their training and registering with the GPhC will have been included in the sampling frame, suggesting that some findings will be an underestimation of the education and training experiences of PTPTs. Due to the qualitative nature of interviews, the number of participants was small; however, purposive sampling allowed data saturation to be reached 14 and that the breadth and depth of views and experiences were sought to offer further insight into quantitative findings. Survey analysis showed the feminised nature of the profession, with the majority of recently registered pharmacy technicians (88%) being female. Most were white British (79.3%) and trained in community (75.9%). These demographic findings resemble those of the registrant survey in 2013 where 90% of pharmacy technicians were female and 86% White British. 18 However, in the register analysis, only 53% of PTs worked in community for their main job, suggesting that there may be some movement from community pharmacy into hospital, as evidenced in survey findings presented elsewhere. 13 Those who trained in hospital were younger, with an average age of 30, and the majority (68.5%) were under 30, whereas the average age of those training in community was 37, with the majority (62.4%) being aged above 30. Differences in age may be explained by differing routes of entry to training in the two sectors. Community pharmacy trainees tended to have worked for the employer before progressing to PT training, whereas in hospital, it was not uncommon for trainees to be recruited specifically for a two-year training contract. 19 This paper has particularly focussed on PTPTs' experience of, and satisfaction with, their workplace training and made comparisons between the two main sectors, community and hospital pharmacy. Whilst, overall, the majority of trainees in both sectors were satisfied with their experience, hospital trainees showed higher satisfaction scores than those training in community pharmacy. A combination of responses to specific survey questions and qualitative insights from survey respondents as well as interviews with training providers and employing organisations allowed not only insight but some explanation of quantitative findings.
PTPTs in community pharmacies worked in relatively small teams and tended to be restricted to the actual pharmacy premises, with the supervising pharmacist playing a core role. Many did not work with other PTPTs or, probably more importantly, other PTs, who could act as role models who provide opportunities to learn both about practice as well as to learn to practise, which is important in supporting the development of knowledge and skills that produces and reproduces pharmacy technician identity. 20 The lack of such learning was evident in frustration expressed with how the role of PTs did not seem different from other, less qualified support staff or from a PT's role prior to completing education and training. A combination of structural constraints and resistance from community pharmacists in allowing PTs' role to spread in scope within community pharmacy workplaces appear to prevent PTPTs from having access to a wider range of activities, whilst training and once they have qualified -and hence the possibility to 'master' a trade and progress as intended by an apprenticeship -is questioned. Furthermore, as known from other studies, 2, 3, [21] [22] [23] there is a lack of clarity for pharmacy technicians' roles, responsibilities and accountability in community pharmacy, worsened by pharmacists' reluctance to delegate. On the other hand, hospital PTs' scope of practice continues to expand, enabling pharmacists to act away from the dispensary delivering clinical, patient-centred care. If community pharmacists are to become much more clinical professionals, if only to counteract the reduction in funding in community pharmacy for their traditional medicines supply function, then well-trained and competent PTs will be fundamental in facilitating this. Policy-makers, educators and community pharmacy organisations in the UK will need to consider this when reviewing any changes to pharmacist supervision requirements. 24 Most survey respondents agreed that, as trainees, they had been well supported by their employing organisations, line managers and colleagues. However, survey respondents who had trained in community had often been the only trainee, and the feelings of isolation were stronger in community than hospital. Concerns have previously been raised about the lack of support for trainees in community pharmacy 25 and linked to sectoral differences in success rates in registering for practice. In contrast, those training in hospital tended to work in larger teams, with other trainees for peer support and PTs as role models, but also pharmacists and other support staff, as well as other healthcare professionals, as they were not limited to the dispensary but rotated through different wards. They had a named work-based assessor who could not only witness and sign off their competence but offer support. However, many of these differences are not unique to PTPTs, as preregistration pharmacist trainees also experience different structural arrangements between the two sectors in the organisation of their education and training. 26 These differences in how preregistration training is structured were also associated with differences in satisfaction, with those training in community pharmacy less satisfied than hospital trainees. [26] [27] [28] The regulator will probably have a role in setting standards or clear guidance with regards to both support and supervision in the workplace and time allowed for learning, which should be addressed during the current consultations on the initial education and training of pharmacy professionals. 29 Facilities and resources in place to support learning in the workplace (e.g. computers; study space and materials) appeared less favourable in community pharmacies than in hospitals. As all are markers of a learning environment that provides a context where workbased learning is supported, 30 differences in the presence of these visible artefacts of the organisational culture 31 suggest that prevailing cultural paradigms tend to either be orientated towards work or learning depending on the pharmacy sector. However, what appeared much more impactful was the difference in study time allowed during worktime. Whilst hospital trainees had regular, often contracted, study time (over and above college day release) and were supernumerary in the workplace, there were commonly no formal arrangements in community pharmacy. Community pharmacy trainees were much more likely to use online training providers, and with limited if any study time allowed during worktime, the majority of studying had to be done in their own time. This may explain the finding that survey respondents who had trained in community pharmacy took significantly longer than the intended 2 years than their hospital counterparts. It is likely that the differing training experiences of PTPTs in this study are multi-factorial, and that further research would be beneficial in this much under-researched area of pharmacy support staff, specifically pharmacy technicians. Insights into career intentions and working patterns, for example, may be valuable, as these may differ between sectors. Besides community trainees tending to be older than their hospital counterparts, they were also more likely to contribute towards or fully fund their training costs, and accept significantly lower salaries, during training and particularly as registered PTs. 13 So understanding
PTs' career intentions, and whether they differ by sector, will be important in light of differing role expectations between the two sectors. Nevertheless, the roles and competencies of PTs are important to define, so that clarity on PTs' roles and their responsibilities can ensure they are deployed effectively following registration, as the group of pharmacy professionals who free pharmacists from more technical tasks towards a more patient-facing, clinical role.
Conclusion
By using a mixed methods approach and triangulation of findings, this paper offers insights into observed differences between PTPTs' work-based training experiences in hospital and community pharmacy. Perceiving PTPTs as 'apprentices' (in hospital, where they are commonly supernumerary) vs. 'employees' (offering an additional pair of hands) may define how their training is managed by employers. Apprenticeship funding is a current UK government policy, with stipulations made for learning on and off the job, which may be conducive to both achieving better supernumerary in community pharmacy, as well as offering employers a route to funding. Another important area for consideration is the continued lack of clarity in PTs' roles and responsibilities, and how these differ from other, less qualified and competent pharmacy support staff. Clarity on competencies expected upon registration, alongside clear regulatory standards and guidance, can ensure training is structured and delivered in a suitable and equitable manner across sectors.
